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Ozet 

Amac: Saglik anksiyetesi (SA), hastalarin normal bedensel duyumlara, ciddi 
bir hastaligin isaretleri olarak, yanlis atifta bulunmasindan kaynaklanmakta- 
dir. Bu calismanin amaci dahiliye poliklinigine muayene icin bir yil iginde bir- 
den fazla gelen hastalarda saglik anksiyetesi diizeyinin arastirilmasidir. Ge- 
rec ve Yéntem: Calismaya dahiliye poliklinigine bir yil iginde birden fazla bas- 
vuran 60 hasta ve 60 kontrol grubu alindi. Bu gruplara saglik anksiyetesi en- 
vanteri kisa form (SAE-KF) verildi. Elde edilen sonuclar istatistiksel olarak 
karsilastirildi. Bulgular: SAE-KF puanlari hasta grubunda (17.11+6.07) kont- 
rol grubuna gore (10.71+4.44) istatistiksel olarak anlamli derecede ytiksek 
bulundu (Z=-5.96, P<0.001). Tartisma: Saglik anksiyetesinin dahiliye poliklini- 
gine basvuran hastalarda saglikli kontrol grubuna gore olduk¢a yiiksek olma- 
si dahiliye polikliniklerinin is ykiini gereginden fazla artirmaktadir. Bundan 
dolay! bu hasta grubuna psikiyatri uzmaninin da bulundugu multidisipliner bir 
yaklasim hem saglik giderlerinin azaltilmasina hem de bu hastalarin daha uy- 
gun bir tedavi almalarina katki saglayacaktir. 
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Abstract 

Aim: Health anxiety (HA) in patients consist of incorrect reference to normal 
bodily sensations as a signs of a serious disease. The aim of this study is to 
investigate the HA in patients admitted to internal medicine outpatient clinic 
for several times within one year. Material and Method: 60 patients who 
admitted more than one time to internal medicine outpatient clinic within 
one year and the control group consisted of 60 people were enrolled in this 
study. Short-form of health anxiety inventory (SAE-KF) was given to these 
groups, The results were compared statistically. Results: SAE-KF scores were 
significantly higher in the patient group (11.17 + 6.07) than the control group 
(10.71+4.44) (Z=-5.96, P<0.001). Discussion: HA in patients admitted to the 
internal medicine clinic is to be quite high when compared to the healthy con- 
trol group and this increases workload of internal medicine outpatient clinic 
excessively. Therefore, a multidisciplinary approach needs including also psy- 
chiatrists for this group of patients to reduce health care costs as well as to 
receive more appropriate treatment of these patients. 
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Introduction 

Health anxiety (SA), is defined as feeling fears and concerns 
about a severe disease, while they are objectively healthy in- 
dividuals [1]. HA is characterized by an exaggerated fear re- 
sponse as a threat index to physical well-being of individuals 
when physical and cognitive clues in the presence. These clues 
motivate the behavior of search security and aims to assurance 
of good health and to reduce anxious arousal state [2]. 

There are two important aspects of HA: thinking of a severe dis- 
ease and having a asense that this severe disease leads to neg- 
ative consequences [3]. Hypochondriasis is a major psychiatric 
disorder causes HA and these two conditions are even thought 
be continuity of successive state [4]. HA is also important in the 
development of panic disorder, panic attacks with severe physi- 
cal symptoms and sensations can be seen and this condition in 
which they live interpreted as a serious health problem by many 
cases [5]. In contemporary theoretical models of HA there are 
advanced disease phobia and disease belief concept which are 
the significant factors of HA [6]. 

In hospitals generally, many patients had reasonable and pro- 
portionate anxiety due to previous medical history of illness 
so undetected abnormal HA is thought as 10-20% of all pa- 
tients. Depending on their focused symptoms, patients often 
roam between different clinics. Often symptoms tend to self- 
extinguishing in years [7]. Such patients are typically come face 
to face with physical medicine professionals at the first time, 
not to mental health professionals. When patients face with un- 
explained serious physical symptoms, a high level of distress 
seek them to often unnecessary and perhaps dangerous or 
harmful repetitive descriptions and than drive to other treat- 
ment modalities. Patients are recommended to go to different 
specialists when treatment is resulted with uncertainity or the 
beginning was a promising solution than turned into another 
dead end. When the doctor could not find a reason for the pa- 
tient’s complaints, their relationship can focus on help-seeking 
behavior, and this can cause erosion in the patient-physician 
relationship [8]. 

The aim of our study is to investigate the level of HA in patients 
without chronic diseases who admitted to internal medicine 
outpatient clinic for more than one time. 


Material and Method 

Both the control group and the patients group of volunteers 
were informed according to the Helsinki Declaration. We have 
received approval from the ethics committee of non-invasive 
of our faculty. 

60 patients were enrolled in the study who admitted to inter- 
nal medicine outpatient clinic of our hospital in different times 
within one year. The control group consisted of 60 healthy vol- 
unteers. Socio-demographic characteristics of the patient and 
control groups did not show statistically significant differences 
(P = 0.73 and 0.61). 43 of patient were women and 17 were 
men and the ages ranged between 23-59 (37.05 + 8.33) . The 
control group, consisting of 34 female and 26 were male and 
between the ages of 26-47 (36.26 + 5.62) . 

illiteracy; having chronic neurological, psychiatric or any other 
chronic diseases; alcohol and / or substance use; using drugs 
which can cause anxiety as an effect or side-effect were ex- 


cluded from the study. Similar to those exclusion criteria the 
healthy control groups of patients were selected from among 
hospital staff and patients’ relatives. HAI-SF scale was applied 
to both patients and healthy control group and this scale scores 
were statistically compared. 


AssesmentTools 

Demographic Information Form 

We prepared the form according to purposes of our study in- 
cluding age, gender, educational level and marital status of pa- 
tients. 


Health Anxiety Inventory-Short Form (HAI-SF) 

Health Anxiety Inventory was developed by Salkovskis and 
colleagues [9] as a self-report scale containing 18 items. The 
first 14 items with four choices questions the patient’s mental 
status with sequential response. In the remaining four items 
mental status of patients are questioned with the assumption 
that they may have a serious illness. Scoring for each item is 
between 0-3. High scores indicate high levels of HA. The validity 
and reliability of the test for Turkish community conducted by 
Aydemir et al [10]. 


Statistics 

Statistical analyses were performed using SPSS 17 (SPSS Inc, 
Chicago, IL, USA) version. The results obtained from SAE-KF 
scale and socio-demographic data did not show tthe normal 
distribution because of ;these parameters between the groups 
were compared using the Mann-Whitney-U test. P-values below 
0.05 were considered statistically significant. 


Results 

No statistically significant difference was found between pa- 
tients and the control group when socio-demographic charac- 
teristics evaluated (P = 0.73 and P = 0.61) .(Table 1) 


Table 1. The socio-demografic features of groups 


Case Group Control Group P 
n=60 n=60 
Age(Year) 37.05+8.33 36.26+5.62 0.73 
Cinsiyet 
Kadin 43 34 
Erkek 17 26 
Education 0.61 
Primary school 24 24 
College 23 18 
University 13 18 


In our study, in descriptive statistical analysis; SAE-KF scale 
scores of patients coming to the outpatient department of in- 
ternal medicine more than one time (11.17 + 6.07) were signifi- 
cantly higher than the control group (10.71 + 4.44). When these 
scores compared; it was statistically significant in the patient 
group compared to the control group (Z = -5.96, P <0.001 [Table 
2, Figure 1)). 
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Figure 1. The statistical comparison of groups 


Tablo 2. The statistical comparison of the groups 


Case Control Z *P 
HAI Scores 
Mean+SD 17.1146.07 10.7144.44 -5.96 <0.001 
Median 16.50 10.50 


*Mann Whitney-U Test 
HAI: Health anxiety inventory-Short Form 


Discussion 

Mild forms of HA widely seen. Severe forms characterized by a 
higher level of anxiety seems slightly less although not consid- 
ered as a disorder. In particular, patients with panic disorders 
associate their experienced frightening physical symptoms with 
a serious disease so after a while it turns to somatization and 
some hypochondriac extreme exertions [11]. As a result more 
and more health care utilization occurs. 

In our study, HAI-SF questionnaire were given and socio-de- 
mographical characteristics were asked to both patients and 
healthy controls admitted to the internal medicine clinic. The 
obtained results were; HA scores were higher in patients than in 
healthy controls and it was statistically strongly significant. In 
the literature, there are only several studies similar to our study. 
In primary health care, somatoform disorders such as anxiety 
usually diagnosed after medical disorders being ruled out. Fail- 
ure to reach a diagnosis, sometimes a psychiatric reference is 
the next step. The period of up to psychiatrist they go to a lot of 
doctors so patients think that they do not have an organic dis- 
order but they create all these complaints, senses in their mind. 
The primary task of the clinician is not psychiatric diagnosis, 
but to confirm or diagnose physical errors so early diagnosis is 
difficult [12].In studies, the health concern seen high in hypo- 
chondriasis and anxiety [13]. A high level of HA has been shown 
in various studies in panic disorders [14]. 

HAI-SF is used in studies and shown that overall HA is to be 
higher in medical group than healthy group [15]. Except one, 
the HA scores were significantly lower in pregnant women when 
compared to non-pregnant women [16]. in a study of Tang, 
Wright et al. (2007) they found that, HA scores were higher in 
patients with clinical insomnia and chronic pain when compared 
with patients without clinical insomnia [17]. 


Tyrer et al (2011) in the United Kingdom, they investigated HA 
of 28,991 patients that recently admitted to hospitals or medi- 
cal clinics. it was reported that HA prevalence is highest in neu- 
rology clinical (24. 7%) and followed by respiratory medicine 
clinical (20.9%), gastroenterology (19.5%), cardiology (19.1%), 
and endocrinology (17.5%) [18]. 

As a result, SA seen quite often in general medicine and early 
diagnosis is so difficult. In addition, patients admmitting to 
different clinics seems to reduce anxiety in the short term but 
leads to chronicity of the disease. Therefore, multidisciplinary 
approach is necessary in treating patients. 
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